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33 | hersby confirm that | Biave not & will not in luture, svail of resmbursement, in part or in full, from any othe: sourcelemployerinsurance company, of the amount]
for which this sssistance = teguestad

138 stwm wom o R v owen @ ol ol e & wewrt @ s o o ol oot S e o e s s w4 @ O wer e ot w et B

1) &t g A werm ofn “win st A4 o ow ol e aven ol vte 6 o @ Pl Ben oaim, A wm s A

31 ¥ g wem o e fom e o or vk W nf 4, T o oW sfes = e fem el e e e @ 9 W e § s @ wiee d dm
AGREEMENT by APPLICANT (swiws gm %)

1) By affixing my signature or thumb impression on this Form, | (Applicani) hereby agree & authorse Koshika Foundation and I('s Trustses o
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AGREEMENT by HOSPITAL (v §m %)
By affing hersundes, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshiks Foundation, we
(Hospital) haraby alfirm & accapt tollowing:
1) tnat we neithar are presently nor will in future gvall of fingncial assistance from enother NGO or any other source, for the same patient/cass, as we ar
requesting 1o gel from Koshike Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assisiance s nol granted
by Koshika Foundation, in part or in full, then the Hospltal resarves i1's right o make up the shartfall from another NGO or any other source. This
confirmetion essentially etatws thal (he Hospital will not avail any duplicate assistance for the same patlent'case from any other NGO or any other source
2) The ass'slance from Koshika Foundation is only financial in nature. The choice of the treatment’procedure advised/conducted by the Hospital on the
patlant, |8 bassd on the arrengement betwaan the patisnt & the Hoepital, and s in no way influsnced by Koshika Foundation. Henca, tha Hoapital will

musume sole & complets responsibility of the trestment & it's outcome & safety of the petient, end Koshike Foundation will have no robe or nesponsibiity
in the matier.
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